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SHOULD LAPAROSCOPIC SURGERY BE AN
OUTPATIENT PROCEDURE?
ABSTRACT
Reddick, E.J. and Olsen, D.O. (1990) Outpatient laparoscopic laser cholecystec-
tomy. The American Journal of Surgery, 160, 485-489.
Laparoscopic laser cholecystectomy has been performed clinically in the United
States since 1988. After refinement of the technique, the procedure was offered on an
outpatient basis. Eighty-three patients underwent laparoscopic laser cholecystec-
tomy during the study period. Thirty-seven (45%) had the procedure as an
outpatient. Younger patients were more suited for the outpatient procedure and
those without previous surgery were more likely to have the procedure done as an
outpatient. Weight, operating time, and gallbladder pathology were similar,
although patients with acute inflammation of the gallbladder were more likely to
require hospitalization. The primary reason for patient admission was patient
preference.74 HPB INTERNATIONAL
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The immense popularity and rapid acceptance of laparoscopic cholecystectomy is
without precedent in modern surgical history. Surgeons around the globe have
eagerly rushed to the animal lab to acquire the necessary laparoscopic skills so that
they may offer this procedure to their patients. This phenomenon has been largely
brought about by consumer (i.e. patient) demand. Patients have been told through
newspaper articles, television reports and word of mouth that laparoscopic surgery
is far less painful, requires less time in the hospital and results in a more rapid
return to their normal activities than conventional laparotomy and gallbladder
removal. This article by Drs E.J. Reddick and D.O. Olsen is one of the few peer
reviewed manuscripts which have thus far confirmed many of these early claims of
laparoscopic cholecystectomy. The authors were among the first surgeons in the
United States to perform laparoscopic biliary tract surgery and have one of the
largest published clinical series to date1. In this manuscript Reddick and Olsen have
demonstrated that in properly selected individuals laparoscopic cholecystectomy
may be safely performed on an outpatient basis. This has become an important
feature of laparoscopic surgery as health care cost containment has become a
significant issue in the United States. Surgeons are now being encouraged to
perform a variety of surgical procedures on an ambulatory basis which, only a few
years ago, required two, three or more hospital days following surgery. The
concept of performing cholecystectomy without hospital admission actually pre-
dates the development of laparoscopic biliary tract surgery. For many years
surgeons have advocated performing cholecystectomy through smaller incisions.
These clinical investigators have shown that by utilizing the so-called "mini-
laparotomy" and avoiding the use of nasogastric tubes that one can minimize post-
operative discomfort and ileus as well as shorten the in-hospital recovery interval2’3.
This technique, however, has proven to be both technically challenging and
difficult for most practicing surgeons to duplicate and therefore has not gained
widespread acceptance. Instead it appears as if laparoscopic surgery will totally
replace "mini-laparotomy" for cholecystectomy.
Although laparoscopic cholecystectomy is now widely practiced in many coun-
tries, the concept of performing this procedure on an outpatient basis has remained
controversial. Concerns such as prolonged ileus, occult bleeding or intestinal
injury, bile leak, post-operative pain, etc., have persuaded many surgeons to keep
their patients in the hospital until the morning after surgery4’5’6. This report by
Reddick and Olsen, however, clearly demonstrates that for properly selected
patients, outpatient surgery is now a reasonable option. Although 45% of all
patients were discharged the same day as laparoscopic cholecystectomy, the
authors have not described in detail the criteria used for choosing appropriate
patients. The best candidates appear to be those individuals who were younger,
highly motivated, no history of prior abdominal surgery, operated upon electively
for biliary colic, no evidence of choledocholithiasis and lived near the hospital.
Another important feature not directly mentioned by Reddick is that the exper-
ience of the laparoscopic biliary tract surgeon is an important determinate in
whether patients will be successfully managed as outpatients. In this series theHPB INTERNATIONAL 75
average operating times were less than 90 minutes including the routine perfor-
mance of intra-operative cholangiography. There were also no ductal injuries and
the incidence of operative complications was very low. Therefore surgeons who are
still mastering the necessary skills of laparoscopic surgery should not offer this
option to their patients.
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